Purpose: One current method of anastomosis in aortic dissection type A is the adventitial inversion technique. To improve hemostasis at the anastomotic site, we have developed a novel technique for distal anastomosis involving adventitial inversion employing graft telescopic insertion. Methods: The adventitia was inverted into the aortic lumen and the anastomosis with a Dacron tube-graft was made in a telescopic method, covering the inverted adventitia. Results: Five patients have undergone emergency ascending aortic replacement for aortic dissection by one surgeon using this technique. There have been no reoperations for bleeding or false aneurysm. Conclusion: Complete coverage of the inverted adventitia eliminated the potential risk of thrombus formation. Graft telescopic insertion lead to complete hemostasis.
Introduction
An aortic wall affected by dissection is vulnerable, necessitating a particularly secure anastomosis. Although various anastomotic options have been described for reconstructive prosthetic techniques on the aorta, suboptimal adhesion of dissected aortic layers and hemostasis at anastomotic sites remain difficult to achieve. One current method is the adventitial inversion technique, firstly reported by Floten et al. 1) Recent studies confirmed this technique's feasibility and safeness, demonstrating that it facilitates thrombotic closure of the false lumen more effectively than other methods. 2, 3) However, the intraluminal adventitia supposedly carries the risk of thrombus formation with subsequent embolization, which has been shown in experimental studies in small-caliber anastomoses. 4) To prevent this serious complication and improve hemostasis at the anastomotic site, we have developed a novel technique involving adventitial inversion employing, previously described by us, graft telescopic insertion.
5)

Patients and Methods
Aortic anastomosis was performed using the method described below. The axillary artery was cannulated, and we opted to employ antegrade cerebral perfusion with the brachiocephalic trunk occluded. After initiating retrograde blood cardioplegia, the diseased ascending aorta was resected, so that the adventitial margin was trimmed 1 cm longer than the level of the intimal edge. To prevent any distortion of innominate flow, distal aortic resection was carried out at about a 5-mm distance from the innominate origin. The redundant adventitia was inverted into the aortic lumen using 4-0 polypropylene (Johnson & Johnson Intl, St-Stevens Woluwe, Belgium) mattress sutures reinforced with an extraluminal circumferential felt strip. The anastomosis with a Dacron (Vascutek, Inchinnan, Scotland) tube-graft of appropriate size was made using a continuous 3-0 suture, the needle of which went through the graft (out-in), through the aorta (in-out), and again through the aorta (out-in) to insert 5-7 mm of the graft into the aorta, completely covering the inverted adventitia. At the end of the anastomosis, the running suture and the suture for the external felt were carefully retightened and knotted to prevent an anastomotic stenosis ( Figs. 1 and 2) . We used this technique for distal anastomosis in the supracoronary replacement of the ascending aorta.
Results
Five patients have undergone emergency ascending aortic replacement for aortic dissection by one surgeon using this technique. There have been no reoperations for bleeding or false aneurysm. One patient died on the intensive care unit due to acute respiratory distress syndrome. Our results are limited by the small sample size. 
Discussion
One of the current anastomotic options for reconstructive prosthetic therapy on the aorta for acute type A dissection is the adventitial inversion technique. Since this method's initial introduction by Floten et al., 1) a few clinical studies have confirmed that it is a feasible and safe technique providing successful exclusion of the false lumen from antegrade flow at the anastomotic level. 2, 3) However, there are some experimental reports suggesting that, due to the extrinsic coagulation pathway via exposed adventitial collagen and tissue factor, inverted adventitia may elicit thrombus formation with subsequent embolization, 4) although the thrombogenicity of inverted adventitia has not been tested clinically to our knowledge. Wishing to address this technique's advantages and its potential complications, we integrated this method with our method of telescopic graft insertion. 5) This resulted in complete coverage of the inverted adventitia, eliminating the potential risk of thrombus formation. Furthermore, reinforcement of the intima by two adventitial layers, an external felt strip, and tube graft (Fig. 1C) lead to complete hemostasis, eliminating the need for hemostatic stitches and resulting in stable anastomosis.
Conclusions
We believe that this method is a worthwhile improvement in and optimization of the adventitial inversion technique for the distal anastomosis. We cannot, however, recommend this method for all aortic anastomoses in all circumstances. However, we suggest that this time-consuming technique is appropriate in patients presenting uncomplicated pathology requiring only supracoronary replacement of the ascending aorta. Five days after surgery, the false lumen in the descending aorta was partially thrombosed.
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